INTRODUCTION
Poverty has significant, detrimental, and long-ranging effects on child development (Walker and others 2011) . Programs and policies around the world have attempted to address poverty to improve outcomes for children and adolescents, and one popular approach is to use cash transfer (CT) programs (Engle and others 2011) . CT programs support vulnerable populations by distributing transfers to low-income households to prevent shocks; protect the chronically poor; promote capabilities and opportunities for vulnerable households; and transform systems of power that exclude certain marginalized groups, such as women or children (Devereux and Sabates-Wheeler 2004) . The economic rationale for CT programs is that they can be an equitable and efficient way to address market failures and reach the most vulnerable populations (Fiszbein and others 2009) .
When the provision of CTs is tied to mandatory behavioral requirements, they are conditional cash transfer (CCT) programs, which operate by giving cash payments to families only if they comply with a set of requirements (the "conditions" of the cash transfer), usually related to health and education (de Janvry and Sadoulet 2006) . For example, many CCT programs distribute benefits conditional on the use of preventive health care services, attendance at health and nutrition education sessions designed to promote positive behavioral changes, or school attendance for school-age children (Barrientos and DeJong 2006; Lagarde, Haines, and Palmer 2007) . Definitions of age groupings and age-specific terminology used in this volume can be found in chapter 1 (Bundy and others 2017) .
Unconditional cash transfer (UCT) programs are those in which families receive cash benefits because the household falls below a certain income cutoff or lives within a geographically targeted region; however, no conditions are tied to the transfer (Barrientos and DeJong 2006) . Given that UCTs do not monitor the behavior of households or require visits to health clinics, these programs are operationally less complex and easier for governments to implement because they do not require a well-functioning health care sector. Thus, administrative costs are often substantially lower for UCTs than for CCTs. School feeding is an example of a noncash transfer and is discussed in chapter 12 of this volume (Drake and others 2017) .
Both CCTs and UCTs assume that parents are income constrained, and thus do not have the money to spend to meet the most pressing needs of their families (for example, nutritious food, medical treatment). Providing greater purchasing power allows parents to choose what goods to buy and in what quantity and of what quality. The economic rationale for conditioning transfers on certain behaviors is that individuals or households do not always behave rationally because they have imperfect information, they behave myopically, or there are conflicts of interest between parents and children (Fiszbein and others 2009 ). In addition, conditioning transfers on human capital creates positive externalities and usually has more political support. However, many argue that conditioning transfers is paternalistic and costly to monitor and that the neediest households might find it too costly to comply (Grimes and Wängnerud 2010; Handa and Davis 2006; Popay and others 2008; Shibuya 2008 ).
Mexico's Prospera (previously Progresa and Oportunidades) and Brazil's Bolsa Familia were among the first CCTs to be designed in the late 1990s and have been models for programs throughout Africa, Latin America, and the United States (Aber and Rawlings 2011; Fiszbein and others 2009) . By 2011, CT programs covered an estimated 750 million to 1 billion people worldwide; India (48 million households), China (22 million households), Brazil (12 million households), and Mexico (5 million households) were among the countries with the largest programs (DFID 2011) . In spite of the common features of many CTs, there is a large degree of heterogeneity across countries and programs with regard to program benefits, conditions, requirements, payments, and targets. For example, in Ecuador and Peru, the transfer is a fixed payment per family per month that does not vary by household size, whereas in Brazil, Malawi, and Mexico the benefits depend on the number, age, and gender of children in the household. In some programs (for example, Prospera in Mexico and Familias en Acción in Colombia), the payment is greater for secondaryschool-age children than for primary-school-age children. Similarly, the average transfer amount varies greatly, ranging from 6 percent in Brazil to 22 percent to 29 percent in Mexico and Nicaragua to 200 percent of pretransfer consumption in Malawi (Fiszbein and others 2009; Miller, Tsoka, and Reichert 2010) . The size of the transfer reflects the goal of the program, which can be to move households to a minimum level of consumption (Colombia, Jamaica, Mexico) or to base the size of the transfer on the opportunity cost of health care (Honduras) or on the transportation costs to the public health facility (Nepal) (Gaarder, Glassman, and Todd 2010) .
This chapter first reviews the evidence from CT programs, both conditional and unconditional, throughout low-and middle-income countries (LMICs), focusing specifically on the direct effects on child and adolescent health and education outcomes. It then discusses the design of CT programs and why and how they could theoretically affect outcomes for young children and adolescents. Although there are other types of social safety net programs, such as voucher schemes, food transfers, and user fee removals, we focus on CTs because many countries are switching to such programs given that they are easier to distribute. In addition, the evidence for many other types of programs is too sparse for them to be included in the analysis.
CT programs are hypothesized to improve child and adolescent outcomes via the family investment model, according to which families have more money to spend on inputs (Guo and Harris 2000; Yeung, Linver, and Brooks-Gunn 2002) or more time to spend with children (Del Boca, Flinn, and Wiswall 2014) , and the family stress model, according to which maternal depression and stress are lower because household resources are higher (Mistry and others 2004) .
CCT and UCT programs can vary widely in their objectives, design, and context. While many programs have the broad goals of reducing poverty and improving human capital, some are more focused on decreasing poverty, some on improving education outcomes, some on improving health outcomes, and some on improving nutrition outcomes. Program designs reflect these differences in objectives with differences in conditions, targeting, transfer size, beneficiaries, and complementary components. Consequently, although CCT and UCT programs have the potential to effect multiple outcomes by lessening a household's budget constraints, some programs and contexts may be better suited to improving child and adolescent health and education outcomes. For example, programs in a handful of countries are beginning to experiment with the integration of parenting support or nutritional support-a direct intervention to promote child development-within CT programs (for example, in Colombia, see Attanasio and others 2014; in Mexico, see Fernald and others 2016) .
The literature review proceeded as follows. We began by examining the conclusions in the 2011 Lancet series on early child development in LMICs (Engle and others 2011; Walker and others 2011) and in five systematic reviews addressing CCTs published since 2011 (Bassani and others 2013; Fernald, Gertler, and Hidrobo 2012; Glassman, Duran, and Koblinsky 2013; Manley, Gitter, and Slavchevska 2013; Ruel, Alderman, and Maternal and Child Nutrition Study Group 2013) . We then conducted a literature search to find papers that had been published since those systematic reviews. The search used Google Scholar, JSTOR, and PubMed for peer-reviewed articles and websites of the International Food Policy Research Institute, United Nations Children's Fund, and the World Bank for gray papers. The search was restricted to studies that used experimental or quasi-experimental techniques such as randomization, regression discontinuity, propensity score matching, or difference-in-differences.
We found evidence from studies examining the effects of CTs on birth weight (3 studies); infant mortality (6 studies); height-for-age (or stunting) (23 studies); weight-for-age (or underweight) (12 studies); weight-forheight (or wasting) (10 studies); hemoglobin (or anemia) (10 studies); morbidity (16 studies); cognitive, language, and behavioral development (11 studies); and sexual and reproductive health (9 studies) (table 23.1). Malawi, children ages 5-18 years (Miller, Tsoka, and Reichert 2010) Mexico, rural, children < age 6 months (Rivera and others 2004) Mexico, urban, children < age 6 months (Leroy and others 2008) Mexico, rural, less-educated mothers (Fernald, Gertler, and Neufeld 2009) Malawi (Miller, Tsoka, and Reichert 2010) Nicaragua (Macours, Schady, and Vakis 2012) Peru (Perova and Vakis 2009) Tanzania (Evans, Holtemeyer, and Kosec 2015) Weight-for-height (wasting, WHZ), BMI
Decreased BMI or overweight:
Mexico (Fernald, Gertler, and Neufeld 2008) Mexico, children < age 6 months (Leroy and others 2008) Sri Lanka, children, ages 36-60 months (Himaz 2008) Zambia, WHZ (Seidenfeld and others 2014) Bangladesh ( Mexico, urban (Neufeld 2005) Mexico (Fernald, Gertler, and Neufeld 2009) Nicaragua (Maluccio and Flores 2005) Tanzania (Evans, Holtemeyer, and Kosec 2015) 
Measures of morbidity and anemia
Illness or sick days Brazil (Reis 2010) Burkina Faso (Akresh, de Walque, and Kazianga 2016) Malawi (Miller, Tsoka, and Reichert 2010) Mexico (Gertler 2000) Mexico (Gertler 2004) Mexico (Gutiérrez and others 2006) Peru (Perova and Vakis 2009) Mexico, rural areas (Gutiérrez and others 2004) Tanzania, two-year evaluation (Evans, Holtemeyer, and Kosec 2015) Ghana (Handa, Park, and others 2014) Jamaica (Levy and Ohls 2007) Mexico (Fernald, Gertler, and Neufeld 2008) Peru ( Hemoglobin, anemia Mexico (Gertler 2004) Uganda (Gilligan and Roy 2014) Ecuador, poorest quintile, rural (Paxson and Schady 2010) Mexico, urban, ages 6-23 months (Neufeld 2005) Mexico, rural, at one-year, not two-year evaluation (Rivera and others 2004) Mexico (Neufeld and others 2005) Mexico (Fernald, Gertler, and Neufeld 2008) Ecuador (Fernald and Hidrobo 2011) Nicaragua (Maluccio and Flores 2005) Peru (Perova and Vakis 2009)
Developmental outcomes

Cognition and language
Mexico (Fernald, Gertler, and Neufeld 2008) Nicaragua (Macours, Schady, and Vakis 2008, 2012) Nicaragua (Barham, Macours, and Maluccio 2013) Uganda (Gilligan and Roy 2014) Ecuador, poorest quintile of rural population (Paxson and Schady 2010) Ecuador, children of rural mothers with no education (Fernald and Hidrobo 2011) Mexico (Fernald, Gertler, and Neufeld 2009) Peru (Andersen and others 2015) Zambia ( Mexico (Gertler 2000) Mexico (Gutiérrez and others 2004, 2006) Nicaragua ( Malawi, CCT if HIV-negative (Kohler and Thornton 2012) Note: BMI = body mass index; CT = cash transfer; CCT = conditional cash transfer; HAZ = height-for-age z score; HIV/AIDS = human immunodefi ciency virus/acquired immune defi ciency syndrome; STI = sexually transmitted infection; UCT = unconditional cash transfer; WAZ = weight-for-age z score; WHZ = weight-for-height. 
IMPACT OF CASH TRANSFERS ON HEALTH OUTCOMES
Birth Weight
Low birth weight is a major determinant of health outcomes in childhood and later life. In Latin America, CCTs and UCTs have been found to increase birth weight (Amarante and others 2012; Attanasio and others 2005; Barber and Gertler 2010) . In Colombia and Mexico, the effect of CCTs on birth weight was between 0.13 and 0.58 kilograms, although in Colombia, the effect was only significant in urban areas. CTs also decreased the incidence of low birth weight (defined as less than 2,500 grams) by 5 percent in Mexico and 15 percent to 17 percent in Uruguay. Neither the Mexico nor the Uruguay study found any changes in the use of antenatal care associated with participation in the CT programs. However, in Mexico, improvements in birth weight were attributed to improvements in quality of care. In Uruguay, improvements in birth weight were attributed to improvements in mothers' nutrition and a fall in mothers' labor supply and smoking.
Perinatal, Neonatal, or Infant Mortality
Three studies from the review in Fernald, Gertler, and Neufeld (2012) and three more-recent studies investigated the effect of CTs on perinatal mortality (stillbirth after 28 weeks of pregnancy or death of a child within the first week of birth), neonatal mortality (death of a child within the first month of birth), infant mortality (death of a child within the first year of birth), or underfive mortality. Four of the six studies found significant decreases in mortality rates in Brazil, India, and Mexico (Barham 2011; Lim and others 2010; Rasella and others 2013; Shei 2013) . More than half of the decline in infant mortality in Mexico resulted from reductions in respiratory and intestinal infections and nutritional deficiencies (Barham 2011) . However, studies in Indonesia (World Bank 2011) and Nepal (Powell-Jackson and others 2009) found no significant impact on neonatal or infant mortality.
Self-Reported Child Health: Illness or Morbidity
Of the studies reviewed, 16 investigated the effects of CTs on reported illness or morbidity. Most programs found significant positive effects on measures of illness and morbidity, such as sick days, reported diarrhea, or reported respiratory problems. Studies in Brazil (Reis 2010) , Burkina Faso (Akresh, de Walque, and Kazianga 2016) , Malawi (Miller, Tsoka, and Reichert 2010) , and Tanzania (Evans, Holtemeyer, and Kosec 2015) found that CTs significantly decreased the number of reported illnesses or sick days. In contrast, program participation had no significant effect on reported illness in Jamaica (Levy and Ohls 2007) and was associated with an increase in reported illness among children ages zero to five years in Ghana (Handa, Park, and others 2014) . In Mexico, three evaluations reported a significant decrease in illness rates in the treatment groups (Gertler 2000 (Gertler , 2004 Gutiérrez and others 2006) ; one evaluation (Gutiérrez and others 2004) found a significant decrease in reported sick days in rural areas, but not urban; and one evaluation (Fernald, Gertler, and Neufeld 2008) found no significant association between the size of the CT received by the family and self-reported sick days of the child. In Peru, results were similarly mixed: a twoyear evaluation reported that children in Juntos were less likely to be ill (Perova and Vakis 2009 ), but a five-year evaluation found no impact on self-reported illness (Perova and Vakis 2012) . Studies in Brazil (Reis 2010) , Colombia (Attanasio and others 2005), Indonesia (World Bank 2011), and Uganda (Gilligan and Roy 2014) analyzed the effect of CCTs on specific reported illnesses, such as diarrhea, fever, respiratory conditions, and vomiting. In Uganda (Gilligan and Roy 2014) , there was a significant decrease in reported diarrhea rates, while in Colombia, there was a significant decrease in reported diarrhea for rural children, but not for urban children, and there was no impact on respiratory conditions for children in rural or urban areas. In Brazil, although the CT program significantly improved children's morbidity, it had no significant impact on reported vomiting, diarrhea, respiratory conditions, and bed days. Contrary to expectations, in Indonesia, the program significantly increased reports of fever and diarrhea.
Anthropometric Measures
Anthropometric indicators are widely used to assess children's nutritional status. Persistent or severe poor nutrition has direct effects on linear growth and the ability to accumulate muscle mass and fat (Hoddinott and Bassett 2008 ). Height-for-age z score (HAZ) is a measure of chronic malnutrition, with stunting (HAZ lower than −2 standard deviations) representing an internationally recognized cutoff (WHO 1986). Weight-for-height z score (WHZ) is a measure of acute malnutrition, with wasting (WHZ lower than −2 standard deviations) reflecting a deficit in tissue and fat mass. Weight-for-age z score (WAZ) is a composite indicator of HAZ and WHZ and thus captures both transitory and chronic aspects of malnutrition (Hoddinott and Bassett 2008) .
Height-for-Age
The evidence linking CCTs to improvements in child height was mixed, both across and within countries. In Mexico alone, four studies found a significant effect of the program on height (Behrman and Hoddinott 2005; Fernald, Gertler, and Neufeld 2008; Gertler 2004; Neufeld and others 2005) , three found significant improvements only for specific subpopulations such as children ages zero to six months (Leroy and others 2008; Rivera and others 2004) or children of mothers with no education (Fernald, Gertler, and Neufeld 2009) , and one study found no significant effects in urban areas (Neufeld 2005) .
Evaluations of other CCT programs were also inconclusive: in Bangladesh (Ahmed and others 2009), Brazil (Morris, Olinto, and others 2004) , Indonesia (World Bank 2011), Peru (Perova and Vakis 2009) , and Tanzania (Evans, Holtemeyer, and Kosec 2015) , there were no significant effects on children's height. In Nicaragua, a study of the Red de Protección Social Program (Maluccio and Flores 2005) found no impact on HAZ, but a significant decrease in stunting, while a study of the Atención a Crisis Program (Macours, Schady, and Vakis 2012) found a significant improvement in HAZ after adding extended controls, but these impacts had faded two years after the program ended. Similarly, in Burkina Faso, CCTs led to significant improvements in HAZ after one year, but no significant impacts were detected after two years (Akresh, de Walque, and Kazianga 2016) . In Colombia, there was a significant improvement in children's HAZ, but only for children younger than age 24 months (Attanasio and others 2005).
The evidence for UCTs was also inconclusive. There was a significant improvement in children's HAZ in Sri Lanka (Himaz 2008) , but no effect on young children's HAZ in Ecuador and Zambia (Fernald and Hidrobo 2011; Paxson and Schady 2010; Seidenfeld and others 2014) . In South Africa, there was a significant improvement in height for children who had been exposed to the CT program more than 50 percent of the time when they were age 0-35 months (Agüero, Carter, and Woolard 2009 ). In Malawi, there was a significant improvement in height for children ages 5-18 years, but no significant effect on the prevalence of stunting for children younger than age 5 years, although the sample size for this subpopulation was quite small (Miller, Tsoka, and Reichert 2010) .
These mixed findings are consistent with a metaanalysis showing small and nonsignificant impacts of CTs on child HAZ across 17 programs (Manley, Gitter, and Slavchevska 2013) . Because of limitations in the study designs, it is not possible to determine whether the lack of significant effects on height in some studies was due to small sample sizes, to children being older and thus less sensitive to nutritional inputs (Victora and others 2010) , to a lack of improvement in children's nutritional intake, or to delays and errors in program implementation. Although many studies show improvements in food consumption and health service use, many factors could limit the effectiveness of CTs in improving nutritional status, such as the quality of children's diet and health services, knowledge of adequate feeding practices, and environmental risks such as contaminated water and malaria (Bassett 2008; Manley, Gitter, and Slavchevska 2013) .
Weight-for-Height
The evidence of the impact of CTs on WHZ or wasting in general reveals little to no impact. Studies of CTs in Bangladesh (Ahmed and others 2009), Indonesia (World Bank 2011), Nicaragua (Maluccio and Flores 2005) , and Tanzania (Evans, Holtemeyer, and Kosec 2015) found no impact on wasting or WHZ. However, a study of a UCT in Zambia (Seidenfeld and others 2014) found an increase in WHZ, but no impact on wasting, and a study of a UCT in Sri Lanka (Himaz 2008) found a significant increase in WHZ, but only among children ages 36-60 months. In Mexico, Neufeld and others (2005) found no effect of the program on WHZ, while Leroy and others (2008) found a significant increase in WHZ, but only for children younger than age 6 months. Also in Mexico, Fernald, Gertler, and Neufeld (2008) found that receiving a greater amount of cash from Oportunidades was associated with lower body mass index-(BMI-) for-age in children ages 3-5 years and a lower prevalence of overweight, but the effect on BMI had disappeared after 10 years (Fernald, Gertler, and Neufeld 2009 ).
Weight-for-Age
The effects of CCT and UCT programs on WAZ or the prevalence of underweight are mixed, although the majority of studies found no significant effects or only found effects in subgroups. CCT studies in Bangladesh (Ahmed and others 2009), Nicaragua (Macours, Schady, and Vakis 2012) , Peru (Perova and Vakis 2009) , and Tanzania (Evans, Holtemeyer, and Kosec 2015) found no impact on WAZ or underweight; a different study in Nicaragua (Maluccio and Flores 2005) found a significant reduction in the prevalence of underweight. CCT studies in Brazil (Morris, Olinto, and others 2004) and Indonesia (World Bank 2011) found a decrease in weight. Findings regarding the impacts of UCTs on weight are also inconclusive; a study in Malawi (Miller, Tsoka, and Reichert 2010) found no impact on weight or the prevalence of underweight, and a study in Zambia (Seidenfeld and others 2014) found an increase in WAZ but no impact on the prevalence of underweight. In Burkina Faso, neither CCTs nor UCTs had an impact on WAZ (Akresh, de Walque, and Kazianga 2016) .
In Mexico, results for the effect of Oportunidades on weight outcomes were also mixed. Neufeld and others (2005) found that the prevalence of underweight in rural areas increased in response to the program for children age 48 months and older, but not for younger children and that the program had no significant impact on the prevalence of overweight or on WAZ. A study by Leroy and others (2008) , however, found a significant increase in weight for children younger than age six months.
Hemoglobin
Of the nine studies reviewed in Fernald, Gertler, and Hidrobo (2012) and one more-recent study, five found no effects of CT programs on hemoglobin levels or anemia (Fernald, Gertler, and Neufeld 2008 (Neufeld 2005; Paxson and Schady 2010) . Two studies (one in Mexico and one in Uganda) found that CTs led to significant improvements in hemoglobin or anemia rates (Gertler 2004; Gilligan and Roy 2014) ; one study (Rivera and others 2004) found significant improvements only in the one-year evaluation, but not in the two-year evaluation, when the late intervention group began receiving the CCT.
Intermediate Pathways
CT programs could affect children's development through several intermediate pathways, such as increased use of health services by pregnant mothers and young children, increased parasite treatments and vitamin supplements, increased food consumption, and improved physical and psychological well-being of mothers. Given space limitations, this chapter provides an overview only of the findings related to the conditions present in many CT programs-health service use for pregnant women and young children and food consumption of individual children.
Health Service Use: Pregnant Women
The programs reviewed varied widely in scope. Programs in Bangladesh, India (Janani Suraksha Yojana Program), and Nepal (Nepal's Safe Delivery Incentive Program) focused on pregnant women with the aim of encouraging antenatal care and professional care at childbirth, while programs in El Salvador, Honduras, Indonesia, Mexico, and Peru were broader in their outreach, but still required pregnant women to seek prenatal care. UCT programs in Uruguay and Zambia had no antenatal care requirements. A systematic review showed that CCTs increased antenatal care, skilled attendance at birth, and births at clinics (Glassman, Duran, and Koblinsky 2013) . However, the results were mixed, generally depending on the focus of the program.
There was no significant impact on the number of antenatal visits in El Salvador (De Brauw and Peterman 2011), Nepal (Powell-Jackson and others 2009), or Zambia (Handa, Peterman, Seidenfeld, and others 2015) . However, the programs in Bangladesh, Honduras, India, Indonesia, and Uruguay significantly increased either the probability or the number of antenatal visits ( (2010) did not find a significant impact on the use of prenatal care, it did find a significant impact on the quality of prenatal care, with beneficiary women receiving, on average, more of the recommended procedures during their prenatal appointments.
The CCT programs in Bangladesh, India, and Nepal had a specific goal of increasing professional care at childbirth, and indeed these programs significantly increased both the probability of having an in-facility birth and the probability of having a skilled birth attendant ( . UCT programs in Uruguay and Zambia had no impact on having a skilled attendant present at birth (Amarante and others 2012; Handa, Peterman, Seidenfeld, and others 2015) . In Mexico, Hernández Prado and others (2004) found that Oportunidades increased the probability of having a doctor present at birth in rural areas, but decreased the probability in urban areas, while Urquieta and others (2009) found no significant impact on the probability of having a skilled attendant present at birth.
Health Service Use: Young Children
Although a large majority of the studies reviewed found significantly positive effects of CTs on the probability that a child had received growth monitoring or health checkups, the impact depended on whether the transfer was conditional. Of the studies reviewed, 11 (10 from Latin America and the Caribbean and 1 from Africa) examined transfer programs that were conditional on parents taking their children to health visits (Attanasio and others 2005; Evans, Holtemeyer, and Kosec 2015; Gertler 2000; Gutiérrez and others 2004, 2006; Levy and Ohls 2007; Macours, Schady, and Vakis 2012; Maluccio and Flores 2005; Morris, Flores, and others 2004; Perova and Vakis 2009, 2012) , 3 examined UCTs either in Ecuador (Fernald and Hidrobo 2011; Paxson and Schady 2010) or in Ghana (Handa, Park, and others 2014) , and 1 experimentally varied whether the transfer was conditional on preventive health care of children in Burkina Faso (Akresh, de Walque, and Kazianga 2012) . Whereas the studies on conditional programs revealed a significant increase in the percentage of children being taken to health facilities for growth monitoring or preventive care, the studies on UCTs did not find a significant increase.
Food Consumption
Given that CTs increase a household's purchasing power, CT programs could be expected to increase a household's food consumption. Indeed, review studies showed that both UCTs and CCTs had a large positive impact on the quality and quantity of households' food consumption (Fernald, Gertler, and Hidrobo 2012; Hidrobo, Hoddinott, Kumar, and others 2014; Hidrobo, Hoddinott, Peterman, and others 2014) . Although households' food consumption improved, these improvements did not necessarily translate into improved nutrition for children. A potential reason for the weak impacts on nutrition may be the intrahousehold allocation of food, such that children did not benefit from the household's increased food consumption, with regard to either quantity or quality. Studies investigating the impacts on food consumption at the level of the individual child found no impacts on children's food consumption in Bangladesh (Ahmed and others 2009) and Ecuador (Fernald and Hidrobo 2011) . However, in Colombia (Attanasio and others 2005), Nicaragua (Macours, Schady, and Vakis 2008) , and Uganda (Gilligan and Roy 2014) , CTs significantly increased the number of days children consumed foods rich in protein and other micronutrients.
Sexual and Reproductive Health
The impact of UCTs on sexual and reproductive health has been assessed, in particular in Sub-Saharan Africa, where the human immunodeficiency virus/acquired immune deficiency syndrome (HIV/AIDS) epidemic makes this issue highly relevant. Baird and others (2012) evaluated an intervention targeting human capital formation as an alternative HIV/AIDS prevention strategy in Malawi. They found that a CT, both conditional and unconditional, of, on average, US$10 per household per month (US$40 every four months) had various impacts on the prevalence of HIV/AIDS and herpes simplex virus-2 (HSV-2) together with pregnancies and sexual relations of girls with men older than age 25 years. They further documented that CTs improved the mental health of the girls, unless the cash was given conditionally to the parents (Baird, de Hoop, and Özler 2013) . However, an evaluation of the medium-term impacts of this intervention, two years after it stopped, indicated that most of the impacts were no longer present (Baird and others 2015) .
In Kenya, a national CT program for orphans and vulnerable children reduced the risk of sexual debut among young people ages 15-25 years and also reduced the likelihood of pregnancy among women ages 12-24 years by 5 percentage points (Handa, Halpern, and others 2014; Handa, Peterman, Huang, and others 2015) . Schooling and peer influences have been found to be the main mediators for the reduction in sexual debut (Brugh and others 2014) . Also in Kenya, Duflo, Dupas, and Kremer (2015) found that an education subsidy program had no impact (including in the longer term) on the HSV-2 infection rate. However, an education subsidy combined with HIV/ AIDS prevention education focusing on abstinence until marriage resulted in a significant reduction in the HSV-2 infection rate in the intervention compared with the control group.
In a propensity-score-matched case-control study, a child-focused state CT in South Africa was shown to reduce transactional sex and age-disparate sex (Cluver and others 2013) . Results from two South African randomized controlled trials suggest that CTs conditional on schooling have mixed results. An individually randomized study of young women conditioned on school attendance with an HIV/AIDS incidence endpoint found no impact on HIV/AIDS incidence, even though the young women who received CTs reported engaging in significantly fewer risk behaviors (Pettifor and others 2015) . Another study found that cash incentives conditional on schooling led to a 30 percent reduction in HSV-2 incidence, but could not establish the impact of cash incentives on HIV/AIDS incidence (Abdool Karim and others 2015) . Both studies might not have had enough statistical power to detect impacts on HIV/AIDS incidence.
A few randomized field trials have explored the use of financial incentives to encourage safe sexual behavior by making payments contingent on, for example, testing for HIV/AIDS, sexually transmitted infection (STI) status, or school enrollment. These experiments have focused mainly on young adults ages 18-29 years; however, the results are also relevant for adolescents' sexual and reproductive health outcomes. Kohler and Thornton (2012) assessed an experiment in Malawi that offered a single cash reward after one year to individuals who remained HIV-negative. The intervention had no measurable effect on HIV/AIDS status. De Walque and others (2012) and de Walque, Dow, and Nathan (2014) evaluated a conditional cash grant program in Tanzania in which the cash awards of US$10 or US$20 every four months were conditional on receiving negative test results for a set of curable STIs. After one year, the group eligible to receive the US$20 CTs showed a significant reduction in STI prevalence, while the group eligible for the US$10 CT showed no measurable effect. The study was not powered to measure impact on HIV/AIDS incidence.
Björkman Nyqvist and others (2015) assessed the effect on HIV/AIDS incidence of a lottery program in Lesotho with low expected payments but a chance to win a high prize conditional on receiving negative test results for STIs (the expected payment per testing round was about three times lower than in the Tanzania trial discussed above). The intervention resulted in a 21.4 percent reduction in HIV/AIDS incidence over two years. Lottery incentives appear to be particularly effective for individuals willing to take risks. In both the Lesotho and Tanzania studies, the effects were shown to be sustained in one-year postintervention follow-up studies.
IMPACT OF CASH TRANSFERS ON CHILD DEVELOPMENT AND EDUCATION
Early Child Development Outcomes
Evidence from studies examining the effects of CCTs and UCTs on cognitive, language, motor, or socioemotional development was also reviewed (six studies reviewed in Fernald, Gertler, and Hidrobo 2012 and five more-recent studies). The majority of studies from the 2012 review reported small, but significant, positive effects of CCTs on developmental outcomes in children Neufeld 2008, 2009; Fernald and Hidrobo 2011; Macours, Schady, and Vakis 2008; Ozer and others 2009; Paxson and Schady 2010) . The studies published since the 2012 review showed mixed results. In Uganda, food and CTs were linked directly to preschool participation, and cash, but not food, was found to increase children's cognitive scores significantly (Gilligan and Roy 2014) . In Zambia, the UCT had no impact on a highly abbreviated language and cognition scale (Seidenfeld and others 2014) . Evidence from Peru showed no effects of the Juntos CCT on language outcomes in children (Andersen and others 2015) , but two studies in Nicaragua showed benefits to cognitive development from participation in two different CT programs (Barham, Macours, and Maluccio 2013; Macours, Schady, and Vakis 2012) .
Two Latin American countries have tried to improve child development outcomes using the existing structure of CCTs to deliver parenting support, including stimulation and nutrition supplementation. In Colombia, the home-visiting program included as part of a CCT had positive effects on child development (Attanasio and others 2014), as did the integration of Mexico's CCT Prospera with Educación Inicial, a large-scale, group-based, parenting-support program (Fernald and others 2016) .
Education Outcomes
Beyond health, CT programs can have broad impacts on the overall development of children and adolescents and their households (Handa, Seidenfeld, and others 2014) . In their systematic review, Baird and others (2014) used data from 75 reports covering 35 studies to complement the evidence on the effectiveness of CT programs in improving schooling outcomes and to inform the debate surrounding the design of such programs. They found that both CCTs and UCTs improve the odds of being enrolled in and attending school compared with no CT program.
While the positive impact of CTs on human capital accumulation suggests that those improvements would also translate into better labor market outcomes, such as employment and wages, such long-term impacts have not yet been documented, probably because of the length of the study period required to make such assessments. However, CTs have been shown to improve household productivity by being invested in agricultural assets, reducing participation in low-skilled labor, and limiting child labor outside the home (Covarrubias, Davis, and Winters 2012) .
COMPARING CASH TRANSFER DESIGNS, INCLUDING COST AND COST-EFFECTIVENESS
Conditional versus Unconditional
An important question is whether and how the conditions attached to CCTs affect the outcomes they seek to improve. CCT programs represent a top-down approach in which individuals or organizations decide what is best for poor children and provide incentives to their parents to achieve these objectives. In contrast, UCT programs assume that, once a budget constraint is relaxed, parents are in a better position to make appropriate decisions regarding their child's human capital. CCT programs are more costly per recipient to administer than UCT programs because of the costs associated with monitoring conditions.
In their systematic review, Baird and others (2014) specifically examined the role of conditions. They found that the effects for enrollment and attendance are always larger for CCTs than for UCTs, but the difference is not statistically significant. When programs are categorized as having no schooling conditions, having some conditions with minimal monitoring and enforcement, and having explicit conditions that are monitored and enforced, a much clearer pattern emerges: programs that are explicitly conditional, monitor compliance, and penalize noncompliance have substantively larger effects (60 percent improvement in odds of enrollment). Unlike enrollment and attendance, the effectiveness of CT programs for improving test scores is small at best.
Few studies have explicitly compared CCTs and UCTs in the same context. One experiment (Baird, McIntosh, and Özler 2011) examined the impact of CCTs and UCTs on adolescent girls' schooling and health outcomes in Malawi, concluding that CCTs outperformed UCTs for schooling outcomes, but UCTs outperformed CCTs for several other outcomes-for example, delaying marriage and childbearing. Benhassine and others (2015) used a randomized experiment in Morocco to estimate the impact of a labeled CT program: a small cash transfer made to fathers of school-age children in poor rural communities, not conditional on school attendance but explicitly labeled as an education support program. They documented large gains in school participation and concluded that adding conditionality and targeting mothers made almost no difference in that context.
A pilot program in rural Burkina Faso incorporated a random experimental design to evaluate the relative effectiveness of four social protection programs targeting poor households: CCTs given to fathers, CCTs given to mothers, UCTs given to fathers, and UCTs given to mothers (Akresh, de Walque, and Kazianga 2016) . In the same context, this study also investigated the role of conditionality and the gender of the recipient in a CT program targeting all children-boys and girls up to age 15 years-and the impact of different CT modalities on a broad range of education, health, and household welfare outcomes. The results indicated that CTs improved the education and health of children as well as the socioeconomic conditions of households and adults.
They substantially increased school enrollment, unconditional attendance, and grade progression, but they had a more limited impact on learning outcomes as measured by standardized tests. They also improved the health outcomes of children ages zero to five years, leading to more preventive visits to health clinics, fewer illnesses (both as reported by parents and as measured by a biomarker for inflammation), and better nutritional outcomes (as indicated by anthropometric measurements). However, the conditionality led to differentiated impacts. For school enrollment and several health outcomes, CCTs outperformed UCTs.
The results from Burkina Faso further indicated that CCTs were more effective than UCTs in improving the enrollment of "marginal" children-those who were not enrolled in school or were less likely to go to school, including girls, younger children, and lower-ability children (Akresh, de Walque, and Kazianga 2013) . These results shed new light on the role of conditionality in CT programs. In resource-poor settings, both UCTs and CCTs relax the budget constraint and allow households to enroll more children than they would traditionally prioritize for human capital investments. But the conditions attached to CCTs play a critical role in improving the outcomes of children in whom parents are less likely to invest.
Role of the CT Recipient
Another important question is whether the gender of the CT recipient matters. Numerous intrahousehold bargaining research papers indicate that resources under the mother's control have a stronger positive impact on a child's health and schooling than resources controlled by the father (Lundberg, Pollak, and Wales 1997; Schultz 1990; Thomas 1990 Thomas , 1993 . However, almost all current CT programs give resources to the mother, so it is not possible to disentangle how much of any impact is due to the recipient's gender, how much is due to the income effect, and how much is due to the change in relative prices associated with the conditionality. Furthermore, the recipient's gender might affect outcomes differently for conditional as opposed to unconditional CTs. While Benhassine and others (2015) and Haushofer and Shapiro (2016) found no important differences in measured impacts depending on the recipient's gender, Akresh, de Walque, and Kazianga (2016) found more contrasting results when they explicitly investigated the gender of the transfer recipient in Burkina Faso.
While giving cash to mothers seems slightly, but not significantly, better for education outcomes, giving cash to fathers leads to significantly better nutritional outcomes during years when the harvest has been poor.
In the context of a CCT program, another interesting question is the role of parental and child returns to schooling or health decisions regarding school attendance or safe sexual behaviors, especially with adolescents who can more easily make their own decisions. Parents and children may have different views about when it is optimal for a child to invest in human capital. In addition, the actions of children are unlikely to be perfectly observed by their parents, which potentially leads to a moral hazard problem that may prevent investments in schooling or health even when such investments would be optimal from the point of view of the parent-child pair under perfect information (Bursztyn and Coffman 2012) . Bursztyn and Coffman (2012) found that parents attach a value to the monitoring of attendance provided by CCTs in Brazil. However, Baird, McIntosh, and Özler (2011) obtained inconclusive results when comparing the effectiveness of giving one extra dollar to children with the effectiveness of giving one extra dollar to parents in the context of joint transfers to parents and children in Malawi.
CONCLUSIONS
This chapter reviews the evidence from CT programs throughout LMICs and their direct effects on the health and education outcomes of children and adolescents. It also discusses the design of CT programs and why and how they could theoretically affect the outcomes of young children and adolescents. It is very difficult to compare results across countries and contexts, because, as illustrated in table 23.1, UCTs and CCTs have heterogeneous objectives, targeting, conditions applied to the transfer, amount of the transfer, and complementary services. CCT programs also differ because of countrylevel differences in the supply of health services. For example, even if households comply with the specified conditions, increased use of health services may not result in improved health outcomes if health services have poor infrastructure, high absenteeism, or inadequate supplies. Policy makers should not assume that CT programs will be the most efficient intervention for improving the health outcomes of children and adolescents. The specific context, design, and objectives of each successful experience should be carefully considered before it is replicated and implemented in other settings. Our review shows mostly positive effects of CT programs on some child outcomes, including birth weight; infant mortality; illness or morbidity; and cognitive, language, and behavioral development. Outcomes with large mixed or subgroup effects included HAZ or stunting. Outcomes with large null results included WAZ or underweight, WHZ or wasting, and hemoglobin or anemia. With regard to indirect effects of CTs, results were strong and significant for participation in prenatal care, presence of a skilled birth attendant, and growth monitoring.
CTs may not show clear and consistent effects on anthropometric results or anemia for several reasons. CT programs try to address many issues at multiple levels (parental, community) that influence child development, but they do not directly work to change the broader factors that have previously been linked with improving nutrition and decreasing stunting and anemia, such as safe water and sanitation, infant and young child feeding practices, and country-level food availability (Smith and Haddad 2014) . Similarly, programs promoting child development that have an educational or stimulation component have shown larger cognitive effects than cash-only or nutrition-only programs, both in the United States (Nores and Barnett 2010) and in Latin America (Attanasio and others 2014; Fernald and others 2016) . In spite of this evidence, there are clear cost constraints-for example, the estimated annual unit cost of an early child development or child care intervention including nutrition supplementation has been estimated to be three to four times the cost of a conditional CT program (Shekar, Heaver, and Lee 2006) .
Strong evidence indicates that CT programs keep adolescent students enrolled in school longer. Some of these programs, but not all, have also been effective in controlling the spread of HIV/AIDS among adolescents, primarily by keeping them in school. Some experiments with direct incentives to stay free of STIs have also been promising. However, further experiments with CCT programs and their implementation on a larger scale are needed before it can be concluded that they offer an efficient, scalable, and sustainable HIV/AIDS-prevention strategy.
In our review, CCTs generally showed greater effects than UCTs, although there were still far fewer UCTs than CCTs, so it is difficult to generalize. Moreover, UCTs are more common in Sub-Saharan Africa, while CCTs are more common in Latin America, so it is difficult to disentangle the conditionalities from regional differences. In a large review of studies examining CCTs versus UCTs, the largest effects on education outcomes were found for programs that were explicitly conditional, had a clear system for monitoring compliance, and had penalties for noncompliance (Baird and others 2014) . Thus, CT programs appear to be most effective when the receipt of cash is linked with a specific intervention that can maximize the potential impact of the transfer. However, there may be a limit to the number of conditions that households can handle because of the possibilities for misunderstanding (Gaarder, Glassman, and Todd 2010) . Moreover, programs with multiple objectives may find that conditionality leads to greater improvements in some outcomes than in others.
CCTs and UCTs attempt to break the cycle of poverty, but there are still many questions relating to how CCTs and UCTs function, how CCTs and UCTs differ in effectiveness, what can be done to improve the effectiveness of CT programs in general, and whether the CCT model can be used throughout the world. Future research relating to CTs could focus on a wide range of topics: for example, examining the CT "black box" to understand mechanisms and pathways linking program participation to child development outcomes; testing potential additions to CT programs (intensive parenting education, child care availability) that could make the programs more effective, particularly for child development; varying the CT amount or program requirements to understand and identify potential threshold effects; understanding the contextual factors (community or household characteristics) that could maximize the effectiveness of CTs; and modifying existing CT programs to have a greater focus on obesity and chronic disease prevention in countries experiencing the nutrition transition, such as many Latin America countries. With a greater understanding of how and why CTs function, their effectiveness can be improved for children and adolescents throughout the world. 
